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Introduction: Outside of the immunocompromised patient group, infective endocarditis (IE) of all four 
valves is a rare finding. It is a potentially deadly disease causing multiple complications, as well as a 
plethora of associated symptoms and clinical signs which can confound early diagnosis and lead to 
unnecessary testing.1-4
Case report: We present 71-year-old male patient who was admitted to the hospital for diagnostic work-
up of microcytic anemia. Medical history revealed permanent atrial fibrillation and arterial hyperten-
sion. In the previous two months he was feeling occasionally feverish, with night sweats and ortho-
pnea. His clinical status showed irregular heartbeats with apical systolic heart murmur, bilateral basal 
crackles in the lungs, hepatosplenomegaly, scrotal edema and swollen legs. He underwent endoscopy 
without visible signs of hemorrhage and one tubulovillous adenoma with low grade dysplasia was 
removed. As plasma M protein was present, further hematologic tests were performed including bone 
marrow biopsy which was normal. Bone scintigraphy and PET CT showed pathologic accumulation in 
multiple ribs and vertebrae due to compressive fractures, lytic lesions and spondylodiscitis, in bone 
marrow and spleen without signs of malignancy as well as enlarged mediastinal, tracheal, axillar and 
inguinal lymph nodes. Patient was treated with diuretics, digoxin, betablockers, proton pump inhibi-
tors, reimbursement of albumin and blood transfusions. During the third day of hospital stay patient 
became febrile. Transthoracic and transesophageal echocardiographic examination revealed signs of 
volume overload, normal ejection fraction, vegetations on all four valves with severe mitral regurgita-
tion (MR) due to ruptured chordae and flail of P2 and P3 segments (Figure 1, Figure 2 and Figure 3), 
severe tricuspid regurgitation (TR) and pulmonary hypertension (Figure 4, and Figure 5). As Strepto-
coccus gallolyticus was isolated in hemocultures, antibiotic therapy was modified according to antibi-
ogram and diagnosis. Coronary artery stenosis was ruled out by MSCT coronary angiography. Patient 
was admitted to cardiac surgery and a successful mitral valve replacement with a bioprosthetic valve 
and surgical debulking of vegetations at other valves was performed. Postoperative echocardiography 
showed good position of mitral bioprosthesis without paravalvular MR, intermediate aortic regurgita-
tion and severe TR without visible vegetations. In a two-year follow up patient is clinically stabile and 
remains in NYHA II class.
Figure 1. Aortic and mitral valve infective endocarditis. 
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Figure 3. Massive mitral regurgitation.
Figure 5. pulmonic valve endocarditis.Figure 4. tricuspid valve endocarditis.
Figure 2. endocarditis of the mitral valve and ruptured mitral 
chordae. 
Conclusion: Severe anemia may be a sign of infective endocarditis and postpone the diagnosis due to initial gastroenterological and 
hematologic work-up enabling severe destruction of affected valves.
